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ance may provide authorization for specific procedures or for deviations from standard practice. Because children generally will account for relatively few of these cases, the ED staff providing on-line direction are less likely to remain familiar with the details of pediatric care. Protocols can help ensure that consistently appropriate medical control is provided when no unusual care is indicated. Centralized on-line medical control with one or a small number of hospitals responding to calls can concentrate the number of pediatric cases managed and help maintain the skills of the medical direction staff.
Triage Decisions Involving ED Care Busy EDs must have a means of identifying patients who have the most immediate need for care.4 Trauma patients arriving by ambulance are readily recognizable; however, seriously injured infants and children can be harder to identify than adult patients. Triage algorithms and other guidelines, often based on scoring systems or on specific mechanisms of injury, have been developed for use by a variety of ED personnel (Wiebe and Rosen, 1991).
Seriously ill infants and children can be more difficult to identify than those presenting with injury or trauma. For example, missed meningitis is commonly listed as one of the leading causes of medical malpractice suits for emergency physicians, and some serious clinical entities (e.g., intussusception) can have a very subtle presentation. One unique pediatric phenomenon is the "quiet blanket," in which an arrested or agonal child can be completely obscured by wrappings. Severity of illness measures for children are far less common than are trauma measures, and the challenges of developing them are greater than for adults, in part because children, especially younger children, may not manifest classic clinical findings of the illnesses they do in fact have. Chapter 7 presents a brief discussion of certain measures that have been proposed for children.
Long waits for care in urban EDs, which are increasingly used for treatment of minor illness or are overstretched with patients presenting with severe problems related to urban violence, make this initial triage especially important for infants and very young children. As Wiebe and Rosen (1991, p. 496) observe: "[Slerious morbidity can result from delays in recognition of illness severity. It is this same group of very young children that differs the most from adults in terms of physiology and behavior, making their evaluation particularly difficult and anxiety provoking for the staff of general EDs. The signs and symptoms in this group are particularly subtle and difficult to recognize." Because many of the indicators of illness in infants are subjective, Wiebe and Rosen have suggested that EDs that see relatively few children should triage all infants less than six months old to the highest priority category.
In contrast, some EDs may develop policies that will help triage nurses of physiologic derangement, penetrating truncal injuries or ... more than a trivialures, for instance, bag-valve-mask ventilation and peripheral and central venous cannulation. Professions Commission, for example, addressed implications of changes in the health care system and in healthcare needs for schools training health care professionals (Shugars et al., 1991).  In 1993, the Institute of Medicine had under way various studies in this area, including ones on dental education, on career paths in clinical research, and on increasing minority participation in the health professions.
